alert, lively patient and the drowsy, lethargic one. Most of the patients with an impaired gag reflex at this level were drowsy and lethargic, and most had been exposed to a narcotic analgesic. Many of the others with a Glasgow coma score of 14 or 15 and an impaired gag reflex had been exposed to tranquillisers.
It is important to realise that the gag reflex and possibly the other protective reflexes of the airway may be compromised in the apparently conscious patient. This may not signify an increased risk of aspirational injury, but most standard textbooks make the assumption that it does. 4 We believe that the gag reflex should be assessed independently of conscious level in the accident and emergency department and used as an indicator of an "at risk" airway.
It is often recognised that the comatose patient may require endotracheal intubation to protect the airway as well as to provide ventilatory support. We think that too little consideration may be given to the risks of airway compromise in the more conscious patient. Proper nursing care in the lateral position with effective, constant observation is imperative and gastric intubation to empty the stomach and reduce the risk of aspiration should also be considered. The table summarises the results. All six cases with proteinuric hypertension were discordant, although in one pair non-proteinuric hypertension probably occurred in the other twin. Twin 1 had definite proteinuric pre-eclampsia but delivery records were not available for twin 2, who recalled that her blood pressure was raised throughout the later part of pregnancy but that she did not have proteinuria. It is now impossible to verify the diagnosis and we excluded this pair from analysis. In another pair proteinuria was not documented in the scanty records available, but they did record that the affected twin was delivered at 33 weeks because of "fulminating pre-eclamptic toxaemia." Hospital details were not available for the unaffected twin, but she clearly recalled that the pregnancy and delivery had been uncomplicated. We included this pair as discordant. In summary, therefore, all five cases identified with adequate records of pre-eclampsia with proteinuria in their first pregnancy were discordant with their cotwin. No Therefore patients who would potentially benefit from thrombolysis may be denied it if they have an arrest before or shortly after admission to hospital and require more than cardioversion for resuscitation. For example, patients with primary ventricular fibrillation after myocardial infarction have larger infarcts than those who do not' and might therefore benefit from thrombolytic treatment.
We looked for bleeding complications in a consecutive series of patients presenting with acute myocardial infarction who had a cardiac arrest before or shortly after receiving thrombolysis. 
Comment
Although thrombolysis may be associated with haemorrhagic complications, we found no clinically significant bleeding complications in patients receiving such treatment either before or after cardiopulmonary resuscitation. All but one of the patients who received thrombolysis after resuscitation (group I) survived to leave hospital. Four of them had had chest compression without any adverse effects, and postmortem examination of the only patient who died in this group showed no evidence of internal bleeding. The only bleeding complication in the series, in a patient who received thrombolysis before resuscitation, was a chest wall haematoma from a precordial blow, and this completely resolved.
Cardiac rupture may be a complication of thrombolysis and may explain the high incidence of apparent rupture in our series. Most ofour patients had a cardiac arrest while their heart rhythms were being monitored; the hearts of those with asystole and electromechanical dissociation (and presumed rupture) would be expected to have ruptured before the start of resuscitation.
Although our study was small, the results suggest that cardiopulmonary resuscitation is not a clear contraindication to thrombolysis.
